
  

 

 

 

 

 

 

BODY ART ESTABLISHMENT 
PLAN REVIEW APPLICATION 

(Please Print or Type) 

 

Facility Name ____________________________________________________________ 

 

Facility Address __________________________________________________________ 

 

 

Owner/Representative ____________________________________________________ 

 

Address________________________________________________________________ 

 

Phone Number _______________________ Fax Number _________________________ 

 

 

Contact Person __________________________________________________________ 

 

Phone ______________________________ Fax Number _________________________ 

 

Name of Contractor ______________________________________________________ 

 

Address _______________________________________________________________ 

 

Phone ______________________________ Fax Number _________________________ 

 

ANY CHANGES FROM APPROVED PLANS MUST BE SUBMITTED IN WRITING 

AND APPROVED BY THE LAS ANIMAS-HUERFANO COUNTIES DISTRICT 

HEALTH DEPARTMENT. 

 

THE SIGNER (OWNER/REPRESENTATIVE) AGREES THAT ANY DEFICIENCIES 

WILL BE CORRECTD. 

 

SIGNATURE_____________________________________________DATE__________ 

 

 

 

 

LAS ANIMAS-HUERFANO COUNTIES 

DISTRICT HEALTH DEPARTMENT 

www.la-h-health.org 
412 Benedicta Ave., Trinidad, CO 81082 

Phone: 719-846-2213    Fax: 719-846-4472 

FOR OFFICE USE ONLY 

Date Received    Fee Paid    Staff Initials 


